Bochdalek hernia presented as a 'pop' sound in an adult
Introduction
The diaphragm is a dome shaped structure dividing the thoracic and abdominal cavities. It is formed from the septum transversum anteriorly, the lateral body wall and the pleuroperitoneal membranes laterally, and the dorsal body wall and dorsal esophageal mesentery posteriorly. Fusion occurs in the 8th week of embryonic life and closes the pleuroperitoneal canal. 1 If there is failure of the retroperitoneal canal membrane to fuse with the dorsal esophageal membrane and the body wall, Bochdalek hernia results.
Case
A 24 years old lady, enjoying good past health, was admitted via the department of accident and emergency for acute onset of left upper abdominal pain. After coughing, she heard a pop sound and developed persistent left upper abdominal pain. There was no radiation of pain. There were no gastrointestinal symptoms like nausea, vomiting, abdominal distension; nor chest symptoms like shortness of breath, chest pain, cough. There was also no history of trauma. She was afebrile and her vital signs were stable. Blood tests were unremarkable. Erect chest X-ray on admission showed an elevated left hemi-diaphragm ( Figure 1 ). A nasogastric tube was inserted into the stomach. The clinical picture and X-ray findings were very alarming: there was a raised left hemi-diaphragm which was very thin, with air below it. The air below the diaphragm was unlike a normal gastric bubble and unlike free gas under diaphragm. Therefore an urgent contrast computed tomography (CT) of the lower thorax and abdomen was arranged which showed an abnormally large space occupying lesion at the lower left hemithorax with air fluid level (Figure 2 ). The mass was connected to the gastric lumen. A small defect was seen at the posteriorlateral left diaphragm, suggestive of a Bochdalek hernia. The tip of the nasogastric tube was at the lumen of the stomach. The patient underwent emergent laparoscopic reduction of the intra-abdominal organs from the left chest. Intraoperatively a 5 cm x 3 cm defect was found at the posterolateral aspect of the diaphragm. The opening was over the splenorenal area. The proximal part and the fundus of the stomach and spleen herniated through this opening. They showed no signs of ischaemia and were reduced. The diaphragmatic defect was repaired with primary suture and Goretex mesh. She had an uneventful recovery and was discharge on day 8 post-operatively.
Discussion
Bochdalek hernia was first described by Czech anatomist Vincent Alexander Bochdalek in 1848. 2 It is almost always a paediatric disease, found in neonates and preschooler. It is caused by failure of fusion of the costal and crural components of the diaphragm in utero. Herniation of the intra-abdominal contents into the thoracic cavity causes compression of the lung parenchyma, leading to symptoms of pulmonary insufficiency. On the contrary, it is rarely seen in adults. There have been 100-150 reports of adult Bochdalek hernia found in the literature. Incidence of incidental asymptomatic Bochdalek hernia was around 0.17%. 3 The exact aetiology in adults has not been thoroughly clarified. Some were congenital while others were due to reopening of previously closed Bochdalek foramen.
Presentations of Bochdalek hernia could be very variable. They could b e broadly divided into pulmonary and gastrointestinal symptoms. Pulmonary symptoms include shortness of breath, chest pain or cough. Gastrointestinal symptoms include nausea, vomiting, abdominal distention and abdominal or back pain. Usually, in the adult type of Bochdalek hernia, gastrointestinal symptoms would be more common. So far, presentation as a pop sound has not been documented. Chest X-ray showing gas fluid levels in the chest but absence of this feature could not rule out Bochdalek hernia as in our case. Thin section CT thorax and abdomen was reported as highly accurate or gold standard for diagnosis. 4 Because of the risk of intestinal obstruction and strangulation, it was recommended that all cases of Bochdalek hernia should be repaired at the time of diagnosis. 5 Currently surgical repair has demonstrated low morbidity and mortality and excellent long term results and low risk of recurrence.
Our case serves as a reminder that high index of suspicion is required for the diagnosis of Bochdalek hernia. Successful early diagnosis and surgery is needed for the best outcome.
